The aim of this study was to provide data on the preliminary validation of a clinician-report multidimensional assessment measure of mentalization (Mentalization Imbalances Scale, MIS). A random national sample of psychotherapists (N=190) completed the MIS to identify mentalization imbalances, and the Personality Disorder Checklist to assess the personality disorders (PDs) of randomly selected patients currently in their care. Factor analysis confirmed the presence of six factors that represented different imbalances of mentalization: cognitive, affective, automatic, external, imbalance toward others, and imbalance toward self. We found several significant relationships between patients' mentalization imbalances and personality pathology. Paranoid, schizoid, and schizotypal PDs were predicted by an imbalance toward self, an imbalance the patients shared with histrionic, avoidant, and obsessive compulsive PDs, whereas dependent, borderline, and histrionic PDs were related to an imbalance toward others. Cognitive imbalance was related to schizoid, narcissistic, and obsessive compulsive PDs, whereas affective imbalance predicted antisocial, borderline, narcissistic and histrionic PDs. Automatic imbalance was related to schizotypal, antisocial, and borderline PDs. MIS represents a reliable and valid measure that can help clinicians at understanding patients' specific difficulties of mentalization.
Introduction
Since its introduction in psychological science, the construct of mentalization has been a subject of growing interest among various authors, especially in recent years (e.g., Choi-Kain & Gunderson, 2008; Katznelson, 2014; Liljenfors & Lundh, 2015) . Mentalization failures are considered a core problem of personality disorders (PDs) (Antonsen, Johansen, Rø, Kvarstein, & Wilberg, 2016; Bateman, Bolton, & Fonagy, 2013) , especially borderline PD (e.g., Petersen, Brakoulias, & Langdon, 2016) , and of different psychopathological domains (e.g., Rudden, Milrod, Target, Acherman, & Graf, 2006; Skårderud, 2007; Taubner, Kessler, Buchheim, Kächele, & Staun, 2011) . In addition, treatments that address this key element have proved to be effective at significantly reducing symptomatology and increasing interpersonal functioning (Bateman & Fonagy, 1999 , 2009 . Despite the large number of important theoretical works done on this topic, the empirical literature on mentalization has been suffering from problems related to the assessment measures used in empirical research, which seem to be affected by the unclear definition of the construct and present some disadvantages that limit their large-scale use.
The theory of mentalization was proposed by Fonagy (1991) and developed by several authors over time, leading to an important, growing number of works and papers The Mentalization Imbalances Scale on the topic (see, for example, Choi-Kain & Gunderson, 2008; Katznelson, 2014) .
The activity of mentalizing has been defined in different ways (e.g., the capacity to "represent behavior in terms of mental states, " Fonagy & Target, 1997, p. 679 ; "the capacity to make use of an awareness of their own and other people's thoughts and feelings, " Fonagy & Target, 1998, p. 92 ; the "human tendency to look beyond the visible shell of the body in understanding behaviors and seeking descriptions and explanations in terms of states of mind, " Fonagy, Bateman, & Luyten, 2012, p. 3; etc.) . Among the different definitions of the construct, one of the more exhaustive describes mentalization as "the mental process by which an individual implicitly and explicitly interprets the actions of himself and others as meaningful on the basis of intentional mental states such as personal desires, needs, feelings, beliefs, and reasons" (Bateman & Fonagy, 2004, p. xxi) . This definition is useful for empirical and clinical purposes because it distinguishes four different facets of mentalization: self, other, implicit, and explicit. The self and other facets are related to the the object of mentalizing, i.e. our own mental states or other people's inner states and experiences, while the implicit and explicit facets refer to the differentiation between automatic (implicit) processes of mentalizing and controlled (explicit) mentalization (Allen, Fonagy, & Bateman, 2008) .
A further development of the definition of this construct was introduced through the conceptualization of mentalization as the result of six different dimensions (Choi-Kain & Gunderson, 2008) : self, other, cognitive, affective, explicit, and implicit. This conceptualization was later enriched by Fonagy and Luyten Luyten, Fonagy, Lowyck, & Vermote, 2012) , who described mentalization as composed by eight dimensions: automatic (implicit) mentalization, controlled (explicit) mentalization, mentalization toward self, mentalization toward others, cognitive mentalization, affective mentalization (sometimes also defined as "mentalized affectivity"; Jurist, 2005) , internally focused mentalization, and externally based mentalization. The described facets can also be seen as interacting parts of multiple dimensions or polarities: For example, the affective domain of mentalization may be described as the side of polarity that is on the other end of the cognitive facet, whereas the self facet may represent the other side of the other domain . A good capacity to mentalize can be seen as the result of an equilibrium between the different dimensions of the construct, while problematics in mentalization may manifest throughout specific imbalances on one or more dimensions of the construct, since these dimensions typically represent systems in which a dysfunction at one end can be expressed as an excess at the other pole .
The automatic facet refers to the implicit and unconscious processes of recognizing and understanding inner mental states in oneself and others (for example, when one implicitly keeps another person's mind in one's mind during a conversation). Controlled mentalization, on the contrary, refers to a conscious and deliberate action, such as when we talk about our feelings or motivations (Allen et al., 2008) .
The self and others dimension is related to the object of mentalization itself: Mentalization can, in fact, refer to the capacity to reflect on our own inner experiences, such as when we describe our emotions and/or feelings in a particular situation (the mentalizing toward self dimension), but it can also be focused on other people, such as when we are able to empathize with a friend who is having a hard time, or when we can understand the underlying reasons for other people's behaviors (mentalizing toward others). The self/others dimensions are in line with the descriptions that different authors have provided of abilities sometimes defined as self-awareness (Auerbach & Blatt, 1996) or self-reflexivity and other mind comprehension (Semerari et al., 2003) .
The cognitive facet of mentalization refers to the activity of thinking about thinking and of understanding the representational nature of thoughts: It allows us to understand how one's interpretation of reality is subjective and is only one of infinite possibilities (Fonagy, Gergely, Jurist, & Target, 2002) . Affective mentalization is a particular type of affective regulation that is composed of three different domains (Jurist, 2005) : identifying, processing, and expressing affective mental states. The distinction between cognitive and affective mentalization is in line with the theories that have suggested a distinction between a basic emotional contagion system and a more refined cognitive perspective-taking system (Shamay-Tsoory, Aharon-Peretz, & Perry, 2009) .
Emerging neuroscience data also indicate that these capacities may be related to distinct neuro-cognitive systems: Cognitively oriented mentalization involves the prefrontal cortex, whereas affective mentalization seems to be particularly related to the ventromedial prefrontal cortex, an area that is hypothesized to be involved in the activity of marking mental representations with affective information Rochat & Striano, 1999) . Finally, mentalization can be focused either on the external manifestations of mental states (e.g., body posture, face expressions, etc.; externally focused mentalization) or on the inner worlds of individuals (e.g., beliefs, desires, etc.; internally focused mentalization; Fonagy et al., 2012) .
At the core of this conceptualization is the idea that problematics in mentalization may manifest throughout specific imbalances in one or more dimensions of the construct. For example, an imbalance toward the self components of mentalization is typical of patients with excessive concern about their own mental states or behaviors but who lack in the capacity or willingness to reflect on other people's minds (Dimaggio et al., 2007 ). An imbalance toward others, on the contrary, may result in excessive con- 
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cern about what other people think and feel, not paired with an adequate reflection on mental states related to the self (Fonagy & Bateman, 2006) , which may result in the tendency to be easily influenced by others. Moreover, an imbalance in the cognitive facets of mentalization seems to be characteristic of patients who tend to rely excessively on abstract thinking and to detach from emotions (e.g., patients with narcissistic PD; Blair, 2008; Blatt, 2008) , whereas an imbalance in the affective dimension of mentalization implies problems related to the identification, processing, and expression of emotions (Jurist, 2005) , in which the affects overcome the patient's capacity to think and to recognize the mental states underlying behaviors.
It is important to observe that while the cognitive/affective and the self/others dimensions of mentalization may be coherently described and defined from a theoretical and a clinical point of view, and can be seen as easily distinguishable dimensions of experience, this may not be so true for the controlled/automatic and external/internal dimensions of experience. It is, in fact, more difficult to conceptualize an imbalance on the internal dimension as a result of some form of deficit in the external polarity of mentalization; the same can be seen with the controlled/automatic dimension, since it is conceptually difficult to hypothesize an imbalance on the controlled dimension as a result of problematics in the automatic facets of mentalization. In terms of imbalances these dimensions seem to be not easily distinguishable.
Therefore we believe that, while it is quite easy to think about an affective imbalance as associated to difficulties in the cognitive facets of mentalization, and vice versa, the same is not true for the internal/external dimension. From a phenomenological and clinical perspective, in fact, we may conceptualize an imbalance on the external facet of mentalization (e.g. a patient who sees the therapist frowning and therefore hypothesizes that he or she is bored), it is more difficult to hypothesize that the patents overestimates the internal facets of mentalization without considering the external cues of mentalizing, and this is more true for cognitive processes. For example, whereas the differentiation internal/external seems easily applicable to emotions, which have both external expressions and internal feeling qualities, this does not seem to be the case with cognitions, which do not have bodily expressions to any similar degree (Liljenfors & Lundh, 2015) .
Mentalization and psychopathology
Different psychopathological domains, especially PDs, can be interpreted as an imbalance of one or more of the dimensions of mentalization (e.g., Bateman et al., 2013) . Narcissistic PD, for example, seems to be related to the marked capacity to cognitively mentalize, which is, however, linked to a form of detachment from the affective aspects of one's experience (Blair, 2008; Blatt, 2008; Luyten et al., 2012) that suggests that these patients may show an imbalance in the cognitive dimension of mentalization and, as a consequence, a dysfunction in the affective pole. On the contrary, borderline and histrionic PDs seem to be linked to imbalances in the automatic and affective facets of mentalization (Blatt, 2008; Lowyk et al., 2016; Semerari et al., 2015) .
Some authors have also suggested that antisocial PD is related to an over-involvement of the external facets of mentalization and to the incapacity to understand and empathize with other people's mental states (Bateman et al., 2013) . This suggests that patients with antisocial PD may be characterized by an imbalance in the self dimension of mentalization and in automatic mentalization, which is related to the external cues rather than inner mental states. Similarly, patients with schizotypal PD tend to have difficulty reading other people's affects, especially negative emotions (Ripoll et al., 2013) , which suggests that they may share an imbalance in the self dimension of mentalization.
Authors have also hypothesized that patients with dependent, obsessive-compulsive, and avoidant PDs (Cluster C disorders, according to the DSM-IV-TR; American Psychiatric Association -APA, 2000), may share problems related to alexithymia, or difficulty focusing, identifying, and describing feelings (Lysaker et al., 2014) , suggesting that they may be characterized by an imbalance in the cognitive dimension of mentalization. Moreover, dependent PD may be characterized by an imbalance in the others facet because among the core features of this disorder are the tendency to excessively rely on others for everyday decisions and the fear of loss and abandonment (APA, 2013) .
From a clinical point of view, this conceptualization in terms of imbalances in mentalization implies that clinicians should focus during the sessions on the specific imbalances of the patients in order to counterbalance them: For example, a patient who will manifest a significant imbalance toward the others polarity of mentalization will suggest to the clinician the necessity to focus the therapeutic work on the opposite dimension of mentalization, that is, the self, in order to regulate the mental state of the patient.
To illustrate this point, we briefly report an interaction between a therapist and his patient diagnosed with borderline personality disorder and eating disorders from the verbatim transcript of a recorded therapeutic session:
Therapist The Mentalization Imbalances Scale balance toward others, as suggested by the fact that when asked "How are you feeling?," she answered by reporting other people's points of view and not her own. Recognizing this imbalance suggests to the therapist the need to counterbalance it by focusing on the opposite dimension, that is, the self of the patient.
Assessing mentalization with different measures and from different perspectives
Despite the promising and growing literature on this topic, an important gap still exists in our empirical knowledge of mentalization profiles in different clinical populations, which may also be related to some problematic issues in the assessment of the construct, considering that "many issues concerning the assessment of mentalization have not yet been solved" (Luyten et al., 2012, p. 54) . The most widely used assessment measure of mentalization is the Reflective Functioning Scale (RFS), a scale that is rated on the basis of the Adult Attachment Interview and that shows good psychometric properties: Inter-rater reliabilities vary from good to excellent in different studies (Fonagy et al., 1996; Fonagy, Steele, & Steele, 1991) .
The RFS represents an expert rating of mentalization that is useful for empirical purposes, but it can provide only a single, global score on a Likert scale from -1 (negative RF) to +9 (marked RF), which fails to encompass the rich and multidimensional domains of mentalization (Choi-Kain & Gunderson, 2008; Gullestad & Wilberg, 2011) . In other words, the RFS provides an indication of the measure of a patient's RF but does not give us information on the areas or dimensions that are specifically problematic. Another measure, the Metacognition Assessment Scale (MAS) (Semerari et al., 2003) , is based on therapy transcripts and overcomes the mono-dimensionality problems of the RFS by differentiating metacognitive processes in three dimensions: understanding one's own mind, understanding others' minds, and mastery. The first two dimensions are related to the ability to reflect upon the self and others' mental states, and the third dimension represents the capacity to regulate and control mental states.
Although the RFS and MAS have shown good reliability and validity, they are time consuming because they require, for the assessment, therapy session transcripts or interviews (e.g., Adult Attachment Interview or Metacognitive Assessment Interview) and long trainings in order to be applied in a reliable way. This restricts their application in large-scale studies that involve a wide sample of patients and limits their use in clinical contexts.
Another methodology used to assess mentalization is represented by self-report measures, such as the Reflective Functioning Questionnaire (RFQ) (Badoud et al., 2015; Fonagy et al., 2016; Ha, Sharp, Ensink, & Cirino, 2013) or the Mentalization Questionnaire (MZQ) (Hausberg et al., 2012) . The RFQ is a self-report questionnaire composed of eight items rated on a Likert scale from 1 (completely disagree) to 7 (completely agree). It refers to two different scales: excessive certainty about mental states, which reflects hypermentalizing as assessed by the level to which the patient disagrees with items such as "I don't always know what I do," and excessive uncertainty about mental states, which reflects hypomentalizing and a lack of knowledge on mental states, as assessed by items such as "Sometimes I do things without really knowing why." Each scale is composed of six items, with four items loading into both of the scales of the RFQ. The factor structure of the RFQ has been investigated in different preliminary studies, including a confirmatory factor analysis, with the model showing a good fit (χ The MZQ is a multi-dimensional self-report measure of mentalization composed of 15 items. Hausberg et al. (2012) used the MZQ with a sample of 97 patients, and by applying a principal component analysis with varimax rotation, they found four different dimensions that explained 59% of the variance: i) refusing self-reflection (four items, alpha .68), comprising the avoidance of thinking about inner states, or a systematic rejection of one's own feelings combined with the fear of being overwhelmed by them; ii) emotional awareness (four items, alpha .68), which refers to a lack of perceiving and differentiating one's own inner states; iii) the psychic equivalence mode (four items, alpha .57), which refers to the pre-mentalizing modality of thought in which inner mental states and outer reality are equated and everything appears real, which is related to an unstable inner representation of relations and a lack of flexibility; and iv) the regulation of affect (three items, alpha .60), comprising the inability to modulate affect, which can produce feelings of helplessness and make people feel threatened by their own feelings. This four-factor structure was also investigated with confirmatory factor analysis on a different sample of inpatients, indicating a satisfactory goodness of fit of the model (global fit index of .90; root mean square error of approximation of .065; standardized root mean residual of .063; Hausberg et al., 2012) .
Self-report assessment tools have the important advantage of being less time consuming and easier to use, but they can be problematic in terms of being filled out in a reliable way by patients with PDs, who are characterized by impairments in self-reflexivity and egosyntonic traits. In addition, most of the measures that assess mentalization and overlapping constructs mostly assess controlled mentalization, and, in general, they asses mentalization offline and not during social interactions . 
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Previous studies have, on the contrary, suggested that clinicians tend to make highly reliable evaluations if their observations and inferences are quantified using psychometrically sophisticated instruments (Blagov, Bi, Shedler, & Westen, 2012; Westen & Weinberger, 2004) . The assessment of mentalization from a therapist perspective has two main advantages: i) Clinicians can also evaluate implicit and automatic mentalization by observing how their patients interact with them, and ii) considering that the therapeutic relationship tends to activate the attachment system and stress mentalizing capacities (Allen et al., 2008) , clinicians can also evaluate mentalization in the here and now of the interaction with the patient (online mentalization).
Aims of the present study
The main goals of this study were to present a new clinician report measure for the assessment of mentalization imbalances in clinical practice and to provide data on the first step in the validation of the measure.
The aims of the present study were to: i) Describe the development of a new assessment measure of mentalization, the Mentalization Imbalances Scale (MIS), and provide initial data on the reliability and factor structure of the MIS. ii) Examine the criterion validity of the scale by investigating the relationship between the factors of mentalization and personality pathology. iii) In the present study, confirmatory factor analysis was used because there was some knowledge of the underlying latent variable structure based on previous research. The goal of this model-testing procedure is: i) The residual refers to the difference between the model and the data. ii) Fit statistics reflect the amounts of variance and covariance in the data that are accounted for by the model vs. the residual. iii) Goodness of fit indices provide a way to evaluate how well the hypothetical model agrees with the empirical data. We expected to find six different imbalances, related to the construct of mentalization: cognitive, affective, self, others, external, and automatic. Second, we expected that different PDs would be characterized by specific imbalances and more specifically that: i) A cognitive imbalance would be related to narcissistic, obsessive-compulsive, and schizoid PDs; ii) An affective imbalance would be found in borderline and histrionic PDs; iii) An imbalance toward self would be related to narcissistic and antisocial PDs; iv) An imbalance toward others would be present in borderline and dependent PDs; v) An automatic and external imbalance would be related to borderline PD.
Materials and Methods

Development of the Mentalization Imbalances Scale
The Mentalization Imbalances Scale is a clinician-report measure for the assessment of the mentalization imbalances. In order to develop the assessment measure and to operationalize mentalization we adopted the definition of mentalization as the mental process "by which an individual implicitly and explicitly interprets the actions of himself and others as meaningful on the basis of intentional mental states such as personal desires, needs, feelings, beliefs, and reasons" (Bateman & Fonagy, 2004, p. xxi) ; We used this definition in order to create a list of items related to imbalances in the aforementioned dimensions of the construct. The first set of items was derived by reviewing the clinical, theoretical, and empirical literature on mentalization and related variables (e.g., metacognition, theory of mind, empathy, etc.) and by reviewing the most widely used assessment measures of mentalization and related constructs. In light of the aforementioned observations related to the dimensions of the constructs, the first pool of items was generated by considering six different facets of mentalization: self, other, cognitive, affective, external, and automatic (Table 1) .
This first set of items was evaluated using a 5-point Likert scale in terms of clarity and face validity by a pool of 10 clinicians experienced in the treatment of patients with PDs and in the concept of mentalization. The participants rated items' relevance from 1 (not relevant) to 4 (very relevant) and their clarity from 1 (not clear) to 4 (very clear). A content validity index (Yaghmaie, 2009) was calculated by identifying the percentage of experts who rated an item as being both relevant and clear. Items that had a content validity index over 0.75 remained, and the rest were discarded; the remaining 49 items were modified based on the experts' suggestions. This led to the first version of the scale, which was sent to a pool of 50 clinicians; each used it to rate a selected patient who met our inclusion criteria (each patient had to be at least 18 years old, have had no psychotic disease or psychotic symptoms in the previous six months, and have a PD or clinically relevant problem related to personality). We used clinicians' evaluations to conduct a preliminary descriptive item analysis, and we eliminated items with values of skewness and kurtosis ± 2, items with a mean equal to 0 or to 5 and zero variances, and items that did not correlate with any other item. The final item list contained 27 items; each item is rated by clinicians on a Likert scale from 0 (not descriptive) to 5 (absolutely descriptive).
Sampling procedure
From the rosters of the two largest Italian associations of psychodynamic and cognitive-behavioral psychotherapy, and from centers specialized in the treatment of PDs, we recruited, by e-mail, a random sample of clinicians with at The Mentalization Imbalances Scale least three years of post-psychotherapy licensure experience. We requested that they each select a patient who was at least 18 years old, who had had no psychotic disorder or psychotic symptoms for at least the previous six months, whom the therapist had seen for a minimum of six sessions and a maximum of 18 months, and who had a PD diagnosis or clinically relevant personality problem. We asked clinicians to rate a patient whom they had seen at least four times before doing the assessment, and to assess the selected patient considering the way he or she has behaved in the last month. We asked clinicians to use different assessment measures for assessing a patient's mental functioning and, in doing so, to use both the explicit contents and narratives and the way in which the patient procedurally interacted with the therapist in the course of the last six sessions. To minimize selection biases, we directed clinicians to consult their calendars to select the last patient each had seen during the previous week who met the study criteria. To minimize rater-dependent biases, each clinician was allowed to describe only one patient. We contacted 980 clinicians, of whom 260 (26.5%) responded that they were willing to participate. Of these, 236 (24.1%) indicated they were currently treating a patient who met the inclusion criteria and were invited to participate, and 190 returned completed measures, for an overall response rate of 19.4%. Clinicians received no remuneration. All participants provided written informed consent.
Patients
The sample consisted of 190 Caucasian patients, including 66 (35%) men and 124 (65%) women. Their mean age was 34 years (SD=11.3, range 18-65). The average length of treatment was 13 months (SD=10.6; range 1-18). Twenty-six patients (14%) had had one previous hospitalization, and 38 (20%) had had two or more. Fortyone patients (22%) had previously attempted suicide, and 101 patients (53%) were also taking some form of pharmacotherapy. One hundred and eleven patients (62%) had a diagnosis of personality disorder, alone or in comorbidity, following DSM-5 criteria, and 78 patients (41%) had clinically relevant personality problems. One hundred and eighty-five patients had one or more other DSM-5 diagnoses: The most common diagnoses were mood disorders (N=120), anxiety disorders (N=96), and substance-related and addictive disorders (N=57).
Therapists
This sample consisted of 190 Caucasian therapists, including 76 (40%) women and 114 (60%) men. Their mean age was 39 years (SD=10.9; range 27-68). Three main theoretical approaches were represented: psychodynamic (N=80), cognitive-behavioral (N=57), and mentalizationbased treatment (N=43); ten therapists reported other theoretical orientations (i.e., eclectic, systemic, integrated). The average length of clinical experience as a psychotherapist was 10 years (SD=10.1; range 3-35). Seventy-four (39%) therapists were seeing the selected patient in private clinical practice, while 116 (61%) were working in public mental health.
Measures
We employed a number of measures in standardized sequence. We describe those of relevance to the present study here.
The 34 items of the MIS were described in the previous Table 1 . Facets considered in the construction of the Mentalization Imbalances Scale's First Set of Items.
Self An imbalance toward self indicates excessive involvement in the description and knowledge of self mental states (Allen, Fonagy, & Bateman, 2008) , which can be paired with the inability to assume other people's perspectives and to consider points of view that differ from our own (Dimaggio et al., 2007) . This can manifest through an excessive certainty about other people's mental states and through a lack of curiosity about mental states different form our own.
Others
An imbalance toward others indicates the tendency to focus on other people's mental states (Fonagy, Bateman, & Luyten, 2012) rather than on our own. This can manifest through the tendency to imitate other people or to be easily influenced by others, as a person is excessively focused on other people's experiences (rather than on his/her own).
Cognitive An imbalance in this dimension of mentalization is characterized by a sort of detachment from the affective experience, with the excessive manifestation of abstract reasoning or thought (Allen et al., 2008) . This can be related to the inhibition of emotions.
Affective An imbalance in this dimension indicates excessive emphasis on the emotions, which is not paired with an adequate capacity to explicitly and cognitively reflect on mental states. This can lead to impulsive actions, as emotions tend to overcome the capacity to think: A good capacity to affectively mentalize implies, in fact, that a person identifies, processes, and expresses affects (Jurist, 2005) . When this capacity is lacking, people tend to act when they experience intense emotions.
External
An imbalance in the externally focused dimension of mentalization indicates those cases in which a person excessively relies on the external signs of mental states (i.e., facial expressions, body postures, etc.) and not on inner mental states (e.g., beliefs, desires, thoughts, emotions) .
Automatic An imbalance in this domain indicates the capacity to implicitly read and interpret people's facial expressions or any non-verbal cues related to mental states. It is the ability to recognize on a pre-verbal level other people's mental states, which, however, may not be paired with the capacity to explicitly and declaratively reflect on mental states, even when actively solicited to do so by someone (e.g., a therapist) . 
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sections. The items of the MIS must be rated by a clinician who has met the selected patient at least four times before the assessment. The scale assesses the mental functioning and behaviors that the patient has manifested in the last month with the clinician. The items were answered by participants using a 6-point Likert scale from 0 (not descriptive) to 5 (highly descriptive). The items measure several imbalances in relation to different dimensions of mentalization: imbalance toward self (e.g., "P. doesn't seem capable of assuming other people's points of view when interpreting other people's behavior"), imbalance toward others (e.g., "P. can easily be influenced by other people's emotions"), affective imbalance (e.g., "When experiencing an intense emotion, P. can think clearly"), automatic imbalance (e.g., "P. fails to reflect on the first impression he or she has of a person or a situation"), and cognitive imbalance (e.g., "Even when talking about painful and/or emotionally intense themes, P. seems to be detached").
Clinical questionnaire
We constructed an ad hoc questionnaire for clinicians to provide general information about themselves, their patients, and the therapies they used. Clinicians provided basic demographic and professional data, including their disciplines (psychiatry or psychology), theoretical approaches, hours of work, number of patients in treatment, and gender, as well as patients' age, gender, other concomitant therapies (e.g., pharmacotherapy), and DSM-5 diagnoses (APA, 2013). Clinicians also provided data on their therapies, such as the length of treatment and number of sessions. Clinicians also assessed variables potentially related to etiology, such as the history of abuse and/or maltreatment. To provide a more comprehensive assessment of personality pathology and patients' problems, respondents rated the presence or absence of a list of clinical problems and personality characteristics, such as dissociative symptoms, self-harming behaviors, problems with intimacy or commitment in close relationships, difficulty with assertiveness or the expression of anger, and authority problems.
Personality disorder
We asked clinicians to rate each criterion, randomly ordered, for each of the DSM-5 personality disorder diagnoses (APA, 2013) as present or absent. This procedure provided both a categorical diagnosis (by applying DSM-5 cutoffs) and a dimensional measure (number of criteria met for each disorder); in previous studies, this procedure proved adequate in terms of internal consistency and convergent validity (Betan, Heim, Zittel-Conklin, & Westen, 2005; Blais & Norman, 1997; Bradley, Heim, & Westen, 2005; Westen, Shedler, Durrett, Glass, & Martens, 2003) .
Statistical analysis
Descriptive statistics (mean and standard deviations) were examined. Confirmatory Factor Analysis was performed to determine the goodness of fit between the sample data and the hypothesized MIS six-factors model by using maximum likelihood estimator. The following conventional fit indices were used to evaluate the overall model goodness model fit: Chi-square goodness-of-fit, ratio χ2/df (ratios<3 indicate reasonable fit), Adjusted Goodness of Fit Index (AGFI), Tucker-Lewis fit index (TLI) and CFI. According to Hu & Bentler's suggestion (1995) a criterion of .95 or above was used to describe a good fit and the .90 to .95 range for a adequate fit. For RMSEA, a value less than 0.08 was considered as reasonable model fit (Stevens, 2002) . Finally, AGFI was calculated and values greater than 0.80 indicate an adequate fit (Kline, 1991) . Significant standardized regression weights (standardized loading factor) indicates that the items are representative of their latent factor, whereas significant estimates of correlations indicates significant two-way correlation between factors. Model re-specification procedure was used following iterative process as outlined by Byrne (2001) . We first systematically identified and excluded items with factor loadings on to the intended factor which were not statistically significant, and then recalculated fit statistics for the entire model after each change. Subsequently, Modification Indices were used to add item errors covariance when there was theoretical support for doing so. Reliability analysis was done to determine the reliability of the questionnaire. Internal consistency of the items was measured by using Cronbach's alpha coefficient (Cronbach, 1951) . Composite Reliability (CR) and Average Variance Extracted (AVE) were calculated by computing formulas provided by Fornell and Larcker (1981) . Considering that scores on PD domains were discrete count data (number of criteria met) Possion regression analysis was used to study the association between MIS and PD. The analyses were performed using AMOS software version 21 and PASW software version 22.
Results
Factor structure of the Mentalization Imbalances Scale
The initial six-factor model with 27 items (i.e. cognitive imbalance represented by P22, P23, P24, P25 and P26; affective imbalance represented by P27, P29, P31 and P32; imbalance toward others represented by P17, P18, P19, P20 and P21; automatic imbalance represented by P5, P39, P47, P48 and P49; imbalance toward Self represented by P6, P7, P13 and P15; and external imbalance represented by P33, P36, P37 and P40) revealed a poor fit with the latent constructs (X 2 (df)=838.77 (318), P<0.001, ratio X 2 /df=2.63, AGFI=0.692, TLI=0.756, CFI=0.779, RMSEA=0.094), indicating needs for further modification. Based on the M.I. suggestions, five items (i.e. P20, P21, P39, P48 and P40) were removed from the initial model given their non significant loadings on intended factor. Six error covariances were added to the The Mentalization Imbalances Scale model when both the items load onto the same latent factor (P23-P25, P6-P7, P27-P29) or onto two polarized latent factors (P24-P29), and when covariance made theoretical sense (P15-P27, P27-P49).
The new six-factor model with 22 items showed a good fit with the latent constructs (X 2 (df)=356.05 (197), P<0.001, ratio X 2 /df=1.81, AGFI=0.809, TLI=0.904, CFI=0.918, RMSEA=0.066) and was considered as the final model for the MIS (Figure 1) . Figure 1 shows the standardized regression weights of each items on the respective factor and the significant correlations between factors. As predicted, cognitive and affective imbalance factors were significantly negatively correlated (-.44; P<.001), affective imbalance was also positively correlated with both imbalance toward Self and toward others (.40 and .33, respectively; P s <.001), whereas cognitive imbalance was positively associated with automatic imbalance (.43; P<.001). Positive correlations were also found between external and toward others imbalance (.38; P<.001), and between automatic and toward Self imbalance (.66; P<.001). Correlations between corresponding MIS subscales were instead presented in Table 2 .
Psychometric properties
Descriptive, reliability and convergent validity are shown in Table 3 . Reliability analysis showed that the Cronbach's alpha values ranged from .70 to .89 which in- Tool article dicates a adequate to high level of internal consistency. The AVE values of Cognitive, Affective, External and toward Others Imbalance factors were more than .50 indicating adequate convergent validity, however the Automatic and toward Self Imbalance factors failed to demonstrate adequate convergent validity as its AVE value was less than .50. The CR values for all the six factors of MIS were more than .70 indicated that they had good construct reliability (Fornell & Larcker, 1981) .
Mentalization and personality disorders
The second aim of our study was to assess the relationship between PDs and specific mentalization polarities to investigate the criterion validity of the MIS in relation to PDs. To do so, we applied a Poisson regression analysis and calculated which factor(s) of the MIS predicted the number of criteria for each PD (Table 4) .
As shown in Table 4 , all PDs had an association with one or more mentalization imbalances related to the aforementioned dimensions. The results show that paranoid, schizoid, and schizotypal PDs were predicted by an imbalance toward self, an imbalance they shared with histrionic, dependent, avoidant, and obsessive-compulsive PDs. Dependent, borderline, and histrionic PDs were, on the contrary, positively predicted by an imbalance toward others, while paranoid, schizoid, schizotypal and narcissistic PDs were negatively predicted by this specific imbalance. Cognitive imbalance predicted schizoid, narcissistic, and obsessive-compulsive PDs, whereas affective imbalance positively predicted antisocial, borderline, histrionic and narcissistic PDs and, negatively, schizoid and avoidant PDs. Automatic imbalance predicted borderline, antisocial, schizotypal, and avoidant PDs.
Discussion
The first aim of our work was to investigate the factor structure of a new clinician report assessment measure of mentalization imbalances. The results confirmed the presence of six mentalization imbalance factors that showed satisfactory reliability: cognitive imbalance, affective imbalance, imbalance toward others, automatic imbalance, imbalance toward self and external imbalance. Correlations among these factors are significant and coherent with the theory of mentalization (Table 2) . These factors, which reflect different mentalizing imbalances, are theoretically coherent and seem to confirm that mentalization is composed of several dimensions, as some authors have suggested (e.g., Choi-Kain & Gunderson, 2008; Fonagy et al., 2012; Fonagy, Luyten & Bateman, 2015; . 
The Mentalization Imbalances Scale
The factors are also coherent with different facets of mentalization assessed and described by other measures for the assessment of mentalization. An imbalance toward self and others may, in fact, be seen as a failure related to understanding one's own mind and understanding others' minds, as assessed by the MAS (Carcione et al., 2009 ). Moreover affective imbalance, which is composed of items describing a difficulty with processing and regulating emotions that may lead to impulsive behaviors, may share some common features with the regulation of affects scale of the MZQ (Hausberg et al., 2012) . The automatic imbalance factor, which describes the difficulty of the patient in assuming, in relation to the self and others, an explicit mentalizing position that requires "reflection, attention, awareness, and effort" (Fonagy et al., 2012, p. 20) , seems to describe a mentalization failure similar to the refusing self-reflection scale of the MZQ and a refusal of the patient to mentalize in relation to demand questions, as described in the RFS coding manual (Taubner et al., 2013) .
The second aim of our research was to examine the relationship between mentalization imbalances and personality pathology. The associations that emerged seem to be in line with the clinical and theoretical literature (Table 4 ). All PDs are characterized by at least one imbalance in mentalization, thus confirming the assumption that problems in mentalization are a core problem in PDs (Bateman & Fonagy, 2010; Dimaggio et al., 2007; Moroni et al., 2016; Semerari et al., 2014) .
Borderline PD, for example, manifests a pattern characterized by an imbalance in the affective facets of mentalization, as well as an imbalance toward others and in automatic mentalization. Narcissistic PD, on the contrary, is characterized by the excessive involvement of the cognitive facets of mentalization and by a focus on the self and, contrarily to our expectations, on the affective facets of mentalization. This result may be related to the fact that we are basing our research on the DSM-5 codification of PDs, which does not distinguish between the different facets of narcissism, for example the overt and covert Tool article manifestations (which are most accurately diagnosed by the PDM-2; Lingiardi & McWilliams, 2017) . Moreover, we must consider that the narcissistic patients described here are patients treated in psychotherapy, a condition related to a specific help request by patients and an asymmetric relationship, in which the attachment system of patients is stimulated with a consequential increase in arousal; this may lead to the expression of problematics in the emotional regulation in narcissistic patients, especially when they have to face feelings of shame and inadequacy. Contrary to our expectations, antisocial PD was also characterized by an affective imbalance. This data is somehow in contrast with part of the clinical literature on mentalization and PDs (Bateman, Bolton, & Fonagy, 2013) but is in line with empirical studies which have found higher levels of anger in patients with this disorder (Yavuz et al., 2016) . For the future it will be necessary to further investigate this issue, and also possibile differences in the emotional responses between patients with antisocial PD and psychopathic traits. The present study has several limitations. The first is represented by the fact that the assessment of mentalization, and of patients' personality, has been made exclusively using one perspective, that of clinicians, which presents some limits to the interpretation of our results. For example, clinicians' perceptions of the patient's personality could be influenced by the perception of patient mentalization, and vice versa, and/or evaluations may be influenced by clinicians' emotional responses toward the patients. Another concern is related to the possible influence of clinicians' theoretical preferences: Whether we are mapping the construct of mentalization or the clinician's view of the construct is, in fact, a real question.
This limitation (the single-informant assessment perspective) is shared by several studies on mentalization, which were mostly based on the evaluation of a single informant, either the patient (Hausberg et al., 2012; Badoud et al., 2015) or an external rater (Chiesa & Fonagy, 2014; Semerari et al., 2012) . Therefore, we do not doubt that clinicians' evaluations may present some of the aforementioned biases. At the same time, we also believe that different biases may affect the assessment provided by patients, especially if diagnosed with PDs (who may have problems in completing a self-report assessment measure because of their difficulties in self-reflexivity and egosyntonic traits), or by an external rater (who does not experience the patient-therapist interpersonal relationship and may have difficulty recognizing the implicit facets of mentalization, which are an important feature of the construct). In other words, each and every perspective is unique and has its strengths and limitations; in this first stage of validation of the measure, we chose to prefer clinicians as the main informants of our study because it was a clinician-report assessment measure's validity that we wanted to test.
A further limitation, somewhat related to the previous one, is that we did not evaluate convergent validity comparing MIS evaluations with other concurrent measures such as, for example, the RFQ (Fonagy et al., 2016) , the RFS, or the MAS (Semerari et al., 2003) . This represents a major concern related to this work, which limits the possibility to know if our measure is actually assessing mentalization or different construct(s). Future research should include alternative measures of mentalization (including self-report and observer-rated measures) and related constructs (emotion regulation, empathy) to further evaluate validity of the MIS as a measure of mentalization per se and to clarify the mechanisms by which the various facets of mentalization assessed by the MIS relate to clinical variables. Without the assessment of convergent or divergent validity, moreover, we actually don't know if what we are mapping is mentalization or the clinicians' theoretical construction of mentalization. This implies that in the future (at the present time we are collecting data to address this issue), we need to confirm, by using these measures, that we have really assessed the construct of mentalization in our study. However, some important factors do partially mitigate concerns that the results simply reflect clinician biases. Previous research has suggested that clinicians tend to make highly reliable and valid judgments if their observations are quantified using psychometrically sophisticated instruments, such as the one used in our study (Blagov et al., 2012; Westen & Weinberger, 2004) .
In the future, according to the interdivisional task force on evidence-based therapy, which encouraged researchers to address the observational perspective (i.e., therapist, patient, observer; Norcross & Wampold, 2011) , it will be important to address this issue using more sophisticated designs, such as round-robin ones, based on consensus among multiple raters and/or the use of a multitrait-multimethod approach (Campbell & Fiske, 1959; Heppner, Kivlighan, & Wampold, 1999) . Agreement among those lenses would provide a solid sense of established facts, while divergence would hold important implications for construct definition and for clinical practice.
A further limitation is represented by the measure used for the PD diagnosis: In this research, we used a procedure that permitted us to count the different criteria met for each PD, a procedure that has been used successfully in different research studies (Colli, Gentile, Tanzilli, Speranza, & Lingiardi, 2016; Colli, Tanzilli, Dimaggio, & Lingiardi, 2013; Westen, Shedler, Bradley, & DeFife, 2011) . However, for future research, it will be useful to use more sophisticated and reliable measures for the assessment of personality pathology.
Conclusions
From the perspective of clinical practice, the assessment measure we presented here can help clinicians in recognizing the specific dimensions that the patient will The Mentalization Imbalances Scale manifest as problematics: for example, a patient manifesting significant imbalances toward the others dimension of mentalization will suggest to the clinician the necessity to focus the therapeutic work on the opposite dimension of mentalization, that is, the self, in order to counterbalance the mental state of the patient. In other words, this measure provides a multidimensional assessment of the constructs that permits obtaining a specific profile of the more damaged dimensions of mentalization of the patient. Therefore, the evaluation of the treatment outcome can be more specific and focused on the core problems in the facets of mentalization. From our point of view, a mentalization assessment measure should be able to describe the different facets of this construct while at the same time being quite economical and clinician friendly. The clinician report that we presented here seems to be a good compromise between complexity and convenience, and may represent a clinically useful tool for the assessment of patients' mentalizing capacity. Moreover, providing an assessment which is specifically focused on the problematics in the different facets of mentalization (and not on a single global score) may help clinicians in different ways, for example at tailoring the interventions with a focus on the imbalances manifested by the patient and monitoring throughout the therapeutic process the changes in each facet of mentalization. 
